Presentation and Management of Cardiac arrhythmias ... an analysis of 75 referrals from Family Manzoor Mahmood et al

Table-1 shows the various types of cardiac arrhythmias and their frequency (N = 75)
Various types of atrial arrhythmias are more common than ventricular arrhythmias (60% vs. 40%). An analysis of the frequency of cardiac arrhythmias and conduction disturbances in Spain revealed 26% patients had atrial fibrillation, SVT 3%, ventricular arrhythmias 2%, AV block or sinus node dysfunction 3%, intraventricular block 8%. 1 Martins JL and co-authors in another study in UK revealed 21% patient had atrial fibrillation, 13% SVT, 4% conduction disturbances & 2% PVC . 2 Table 2 : Reasons for referral/ Presentation of various arrhythmias
Palpitation followed by asymptomatic ECG changes is the 2 most common presentations for referral by family practitioners. Of the symptoms that suggest an arrhythmia, palpitation is the most common. 3 Some patients had multiple presentation. Results in parenthesis indicate percentage.
Discussion
In the following section presentation and management of individual arrhythmia has been discussed and possible aetiology and associated disease has been mentioned. There is no one single symptom that is characteristic of an arrhythmia abnormality and they present in a variety of ways. 4 2 patients had PAC. They presented with palpitation.1 of them was associated with hypertension. No drugs were required except reassurance. Hypertension was treated with B-blocker.
2 patients had SVT. They presented with palpitation & had recurrence. 1 of them was treated with IV adenosine in CCU & was given oral verapamil for prophylaxis. The other one was treated with oral verapamil for prophylaxis.
2 patients had WPW syndrome. They had history of recurrent palpitation. They were on oral verapamil but were referred for ECG changes. The patients were advised for electrophysiologic study (EPS).
12 patients had sinus bradycardia. 8 patients were getting Bblocker due to hypertension & therefore no further treatment was required. 3 of them presented with presyncope.
Holter monitoring was advised for them. 1 patient had associated ischemic heart disease (IHD).
1 patient had sinus tachycardia due to thyrotoxicosis. He was treated with B-blocker and referred to endocrinologist.
3 patients had sinus node disease. They presented with dizziness/presyncope. They were admitted in BSMMU and PPM was implanted. Presentation with syncope is a relatively frequent occurrence and in one study represents 3% of emergency department visits. 5 18 patients had atrial fibrillation. They had palpitation. 6 patients had IHD, 5 had hypertension (HT) & in 7 patients no cause was found. All of them were treated with heart rate control drugs like B-blocker, calcium channel blocker or digoxin if heart failure was present. Conversion to sinus rhythm was not done. All of them got aspirin for anti thrombotic prophylaxis except to 2 patients who got warfarin. Warfarin could not be given to some patients even it was indicated because of difficulty in follow up by INR. Despite abundant clinical evidence that warfarin is an effective treatment for the prophylaxis of thrombo-embolism in these patients, oral anticoagulation remains suboptimal in both primary and secondary care, with treatment rates of 21-50%. 2 Bifascicular block was present in 3 patients. 1 of them had HT & the other 2 patient were asymptomatic. They were advised for follow up.
PVC was present in 17 patients. 5 of them had associated HT, 4 had IHD, 1 had hypertrophic cardiomyopathy (HCM). 3 patients had PVC due to drugs (aminophylline, digoxin, salbutamol. In 4 patients no cause was apparent. The causes were treated, causative drugs withdrawn & B-blocker like metoprolol or bisoprolol was given. 15 patients responded favourably.
Finally 5 patients had implanted PPM. They were referred for follow up. All had VVI PPM. They were functioning normally but 3 of them had occasional palpitation & dizziness. They were reassured.
General approach for family physicians dealing with patients with arrhythmias is mentioned below:
When a patient presents with arrhythmia the family physician should determine the haemodynamic stability of the patient by determining the pulse/ heart rate, rhythm, BP, heart & lung auscultation to find murmur, additional sound to indicate heart failure, the presenting complaints of the patient. Assure the patient, take a drug history & arrange an ECG. Depending upon ECG further evaluation like echo can be advised.
Advanced tests include Holter monitoring, ETT & EPS which are usually under the domain of cardiologist.
Most of the anti arrhythmiac drugs are pro-arrhythmiac. Therefore those drugs are cautiously prescribed by cardiologists bearing in mind the risk-benefit ratio as applicable to the individual patient.
Conclusion
This study revealed the following points:
Atrial arrhythmias were generally benign than ventricular arrhythmias. Finally the dictum goes "Do not treat the ECG, treat the patient".
